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Abstract
This article introduces the Embodied Reprocessing™ method, a unique contribution and struc-
tured framework for therapists to manage and process nightmares (Karpuk & Dawson, 2012; 
Karpuk, Stoneham & Davies, 2019). This article provides a theoretical introduction to the 
method. These are excerpts from the manual outlining an up-to-8-session framework that has 
been regularly taught in the UK and worldwide since 2012. This framework offers therapists a 
unique contribution by combining embodied, experiential and systemic interventions and tools 
and understanding for managing and processing nightmares by using proactive techniques 
and experiential learning to promote healing and reduce re-traumatisation.

1. Introduction to the Embodied Reprocessing™ Framework for Working with Nightmares

1.1. Overview of the Embodied Reprocessing™ Framework for Working with Night	mares
The Embodied Reprocessing™ framework has embedded within it the Cultural-Social Model (CSM) 
of dreams. This is a novel perspective regarding the nature of dreaming. Also contained with the 
framework are concepts taken from Hermann/Piaget’s three stage model as well as elements from 
Porges’s Polyvagal theory. The net result is a safe and stable model for working with nightmares 
effectively. The Embodied Reprocessing is a process that helps the body to reprocess the traumatic 
reactions that it went through and had to adjust. Unlike the body’s first experience this time there are 
supports, understanding, care and attention that help the body to allow the difficulties experienced 
to be reprocessed.

We will be using an array of systemic, experiential and embodied tools which help facilitate the 
re-evaluation and reprocessing of problematic sleep disorders – including nightmares. Re-evalua-
tion (or re-authoring) of problematic issues and meaning is specifically aimed at avoiding re-trau-
matisation and is achieved by anchoring the client in the here and now of experience during the 
processing stage. Clients are encouraged to shift their attention away from the dream content (re-
port) to the bodily process of dreaming, during which they are supported to manage any distressing 
embodied memories in the here and now. Essentially the process is to go from a narrative dream in-
terpretation – causing re-enactment of trauma – to the alienated experiences and bodily sensations 
in the present moment being supported safely. The combination of the Cultural – Social model and 
the Embodied reprocessing method are a coherent theory and practice system which is delivered 
throughout the UK in a series of CPD training events.

The Embodied reprocessing framework is suitable for clients with high intrusion and hyperarousal 
scores, as well as those with high avoidance scores. However, it is also useful for any client interest-
ed in exploring their usual dreams. As a member of the gradual exposure methods family, it stands 
out as a method which addresses traumatic experiences in a very gentle way, working at the level 
of embodied experiences.
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Client Needs					     Applicability of Embodied Reprocessing™
1. High Intrusion and Hyperarousal		  Suitable for clients with high intrusion and hypera-	
							       rousal scores.
2. High Avoidance					     Suitable for clients with high avoidance scores.
3. Interest in Dream Exploration			   Suitable for any client interested in dreamwork.
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1.2. The Importance of Addressing Nightmares
There is a significant amount of research reporting that up to 90% of patients with PTSD experience 
insomnia symptoms, and 50-70% experience nightmares (Koffel, Khawaja, & Germain, 2016; Spoor-
maker & Montgomery, 2008). A diagnosis of PTSD or CPTSD tends to have nightmares as a core 
symptom, which contributes to the functional impairment and distress of the individuals involved. Ad-
dressing nightmares effectively alleviates significant sources of anxiety whilst also improving sleep 
quality and enhancing overall therapeutic outcomes (Walker, 2009; Lanius et al., 2001; Mellman et 
al., 2001). Nightmares are part of the six criteria used to diagnose PTSD and CPTSD (Emmerich, 
2017):

1. Intrusion Symptoms: Distressing memories, flashbacks and nightmares.
2. Avoidance: Avoiding reminders of the traumatic event.
3. Negative Alterations in Cognition and Mood: Prevalence of negative thoughts and emotions 
4. Alterations in Arousal and Reactivity: Irritability, hypervigilance, and sleep disturbances.
5. Affective Dysregulation: Intense emotions and mood swings (CPTSD-specific).
6. Interpersonal Difficulties: Problems in relationships and social functioning (CPTSD-specific).

PTSD
1. Intrusion Symptoms: Distressing memories, 
flashbacks, and nightmares.

2. Avoidance: Avoiding reminders of the trau-
matic event.

3. Negative Alterations in Cognition and 
Mood: Persistent negative emotions and be-
liefs.

4. Alterations in Arousal and Reactivity: 
Symptoms such as irritability, hypervigilance, 
and sleep disturbances.
PTSD often involves symptoms that occur after 
some traumatic events. 

CPTSD 
1. Intrusion Symptoms: Same as PTSD, in-
cluding distressing memories, flashbacks, and 
nightmares.
2. Avoidance: Same as PTSD, avoiding re-
minders of the traumatic event.

3.Negative Alterations in Cognition and 
Mood: Persistent and pervasive negative emo-
tions and beliefs.

4. Alterations in Arousal and Reactivity: 
Same as PTSD, with symptoms like irritability, 
hypervigilance, and sleep disturbances.

5. Affective Dysregulation: Difficulty in con-
trolling emotions such as persistent sadness, 
suicidal thoughts, explosive anger, or inhibited 
anger.

6. Disturbances in Relationships and 
Self-Perception: Issues with relationships and 
a negative self-concept, which are distinctive to 
CPTSD and not typically part of PTSD criteria.
CPTSD includes the core symptoms of PTSD 
along with additional symptoms that reflect 
more pervasive and persistent difficulties in af-
fect regulation, self-concept, and relationships. 
These often stem from prolonged or repetitive 
traumatic exposure rather than a single event.
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Trauma affects the whole human system and is a key indicator of disruptive sleep patterns  (Lavie 
and Kaminer, 1991). A traumatic event inevitably stimulates (but usually over-stimulates) the body, 
and the brain gets flooded with neurochemicals involved within the survival mechanism. These neu-
rochemicals may keep you alive at the moment of a traumatic event, but there can be a price to pay 
in terms of the impact of after-effects both on the mind and body. Nightmares can seem like replays 
of (or re-experiences of) traumatic events, and the body’s responses are closely linked to the reac-
tions during the traumatic event.

Trauma is a whole-body phenomenon and the complex system involved generally gets over- stimu-
lated by the release of various neurochemicals involved in the survival process. The cost in terms of 
after-effects is generally considered the price to pay for survival, and nightmares and negative bodily 
reactions long after the events are what we are left with to try and restore balance to the system.

We know that many sleep-related movement disorders often accompany other sleep disorders and 
only sometimes require primary therapy (Silber, 2013). There is a negative somatic effect within 
sleep-related movement disorders (e.g., Bruxism (teeth grinding), leg cramps, etc.), and research is 
currently being carried out into the bodily effects of those disorders.

Sleeping and dreaming are vital to good health. Difficulties arise when sleeping is disrupted, and 
dreams are unwanted. Therapeutic solutions are many and varied and changing all the time, es-
pecially with the advent of neuroscience and body-oriented therapy modalities. The key is finding 
a solution for each individual who seeks help from therapy. Every human being has a different 
threshold for pain, stress, trauma, or simply coping with life, and there is no one size fits all in the 
history of the therapeutic process as we are humans and as such unique. The therapeutic end re-
sult is generally a compromise. By addressing nightmares, mental health professionals can provide 
crucial support that is tailored to each individual’s unique needs, ultimately promoting better health 
and wellbeing for their clients.

Sleeping and dreaming are effective indicators of good health, and problems arise when sleep is 
disrupted, or dreams are unwanted. Neuroscience has pointed the way to more effective solutions 
in the modern world, and these revolve around the idea that every human is unique and has differ-
ent thresholds or tolerances for pain or stress. Addressing nightmares is considered one of the key 
components of a trauma recovery model (Lee et al., 1995).

2. Theoretical Foundations of Embodied Reprocessing for Nightmare Treatment

2.1. Background and Development of the Method & the Evidence Base and Research Support
This framework was developed by a clinical team led by Systemic Family Psychotherapist Dzmitry 
Karpuk (Complex Trauma Therapists Network in the UK; Karpuk & Dawson, 2012), with contributions 
from the academic team led by Professor Tom Stoneham (University of York; Karpuk, Stoneham, 
& Davies, 2019). Karpuk and Dawson developed a novel method for reprocessing trauma-related 
nightmares and other sleep disturbances called Embodied Reprocessing (ER, previously known as 
Systemic Experiential Embodied Reprocessing, or SEER). Stoneham, on the other hand, formulat-
ed a new theory (the Cultural–Social model) of dreams which explained how the ER method could 
work.

This collaboration started as a response to a shortage of clinical interventions with Nightmares 
(Escamilla et al., 2012; Aurora et al., 2010; Foa et al., 2009) and included many other researchers 
and clinicians, with key collaborators being Dr Robert Davies (University of York), whose research 
encompasses memory and related phenomena, and Celia Dawson, a psychotherapist specialising 
in body-focused interventions. Since 2017, the team has worked on numerous projects, including 
co-designing and co-delivering CPD training workshops, conducting original research (case studies 
and collecting expected experiences on the application of this method), and producing resources
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for therapists. Notably, the Embodied Reprocessing method, which has been regularly taught since 
2012.

2.2 The Cultural-Social Model (CSM)
The Cultural-Social Model (CSM) of dreams has provided an alternative view of the nature of 
dreaming, positing that dream reports are triggered by memories of the nocturnal experience of 
bodily and environmental changes, including cultural influences and social expectations (Stone-
ham, 2019). Embodied Reprocessing embraces a series of systemic, embodied and experiential 
tools which facilitate re-evaluation and subsequent reprocessing of problematic sleep disorders 
such as nightmares. This works at the level of embodied experience. The combination of CSM with 
Embodied Reprocessing provides a coherent merging of theory with practice, which is delivered 
through CPD training events held throughout the UK.

The Cultural-Social model of dreams, developed by Professor Tom Stoneham (Stoneham, 2019), 
offers a departure from traditional Freudian theories (Freud, 1900/1955). It challenges and rejects 
three of Freud’s fundamental theses:

1. The dreaming process does not influence Dream Content:
According to the Cultural-Social model, the process of dreaming itself shapes or influences the 
content of dreams. The model posits that dream content is not a product of the unconscious Mind’s 
efforts to fulfil wishes or desires.

2. Dreams Are Encoded into the Memory During Sleep:
This model asserts that dreams are not stored in memory during sleep. Therefore, the dream con-
tent is not something that can be retrieved or recalled accurately upon waking.

3. Dreams Are Not Recalled from the Memory During Waking:
Since dreams are not encoded in memory, they are not retrieved or recalled in a traditional sense 
when a person wakes up. What we remember as dreams are mainly confabulations that we keep 
reconstructing.

Implications of Confabulation
If dreams are indeed confabulations, this has significant implications:
•	 The ‘retelling or dream deconstruction‘ of the dream provides no access to the causes of the 

dream (Rosen, 2013)
•	 The process of retelling a dream does not offer insights into its origins or underlying causes.

Meaning and Informativeness
Despite rejecting Freud’s first three theses, the Cultural-Social model acknowledges that dreams 
can still be meaningful and informative, albeit in a different way:
•	 According to CSM, dreams can hold significance or provide information, but not in a manner 

that directly aids in reprocessing traumatic experiences. The meaning derived from dreams is 
shaped by cultural and social contexts rather than subconscious drives or memories.

Relevance to Embodied Reprocessing
The Cultural-Social model (Stoneham, 2019) supports the use of Embodied Reprocessing in treat-
ing trauma-related sleep disturbances. Focusing on the embodied experiences during dreaming is 
more beneficial than interpreting the content of dreams (Loftus, 1996). By shifting the focus from 
dream content, which is shaped by cultural and social contexts, to the bodily processes and man-
aging distressing embodied memories, this process reduces retraumatisation, supporting clients to 
stay present as much as possible while attending to past memory contents.
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2.3. Insights for Treating Nightmares
Stephen Porges’ Polyvagal Theory (Porges, 2011) offers significant insights that can be particularly 
useful for Embodied Reprocessing™, especially when dealing with nightmares associated with 
trauma. For clients experiencing nightmares, understanding and identifying which state they are in 
can help them learn to shift from a state of high alert (fight or flight) to a state of safety and social 
engagement (rest and digest).

1. Regulation of arousal and parasympathetic response: Embodied Reprocessing™ can utilise 
techniques derived from Polyvagal Theory to help clients manage their physiological arousal. 
Working with the body using techniques such as breathing and grounding exercises can reduce 
the intensity of nightmares by modulating the nervous system’s response and promoting a state of 
calm and safety.

2. Teaching clients how to use the Polyvagal Ladder to build their resilience is crucial for clients who 
experience frequent nightmares. It empowers them with tools to self-soothe and manage distress 
in healthier ways.

3. The Polyvagal Theory highlights the importance of perceived safety and social connection in reg-
ulating emotional and physiological states. Embodied Reprocessing™ involves using therapeutic 
techniques that strengthen the client’s capacity to engage with others and feel safe, which can be 
pivotal in processing traumatic dreams.

4. Trauma Release: Nightmares often serve as a replay of traumatic events or as a manifestation 
of unresolved trauma. The Polyvagal Theory suggests that through the physical state of safety, the 
body is more likely to access states conducive to healing trauma (example working with embodied 
experiences here and now).

In summary, The Polyvagal Theory offers a framework for comprehending and addressing the 
physiological mechanisms underlying trauma-related nightmares. By incorporating these princi-
ples, Embodied Reprocessing™ furnishes therapists with clear guidelines for initial sessions, plan-
ning, and contracting work, starting with a focus on managing insomnia.
When processing nightmares in passive versus active survival modes, different approaches can be 
used to address the underlying trauma response associated with each state. Here’s a breakdown 
of the differences in processing nightmares in these two survival modes:

1.Nightmares in Passive Survival (PTSD/CPTSD) Characteristics: 
In passive survival, nightmares are often a chronic manifestation of past trauma. The client may feel 
overwhelmed, frozen, or disconnected, and their body is in a state of hypo-arousal.

Managing and Processing Approach:
•	 Grounding and Stabilisation: Prioritise techniques that help clients reconnect with their bodies 

gently, such as grounding exercises or sensory anchors (e.g., tactile or proprioceptive cues) to 
counteract the sense of dissociation.

•	 Slow Sensory Integration: Since sensory processing is often disrupted, reprocessing is intro-
duced slowly. Encourage clients to explore sensations connected to safety, such as warmth or 
supportive pressure, helping them associate bodily sensations with security.

•	 Embodied Processing of Chronic Stress: For chronic stressors, help clients process specific 
sensory details linked to the nightmare (e.g., sounds or images) in a controlled way. Practising 
embodied safety responses - like gentle movement or orienting - can help shift the system out 
of freeze and mitigate the chronic stress response.

•	 Body Awareness in a Non-Intensive Manner: Help clients track sensations in a neutral part of 
the body (e.g., hands or feet) to avoid triggering intense memories. Passive survival states often 
require gentle reconnection to avoid overwhelming the client’s system.

Karpuk, D. & Dawson, C.
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2. Nightmares in Active Survival (Recent or Acute Stress)
Characteristics: In active survival, nightmares are often related to recent stressful events and re-
flect a hyper-arousal state. Here, clients might feel more agitated, hypervigilant, and energized.

Managing and Processing Approach:
•	 Discharge and Release: Encourage movement or expressive exercises, like shaking or stretch-

ing, to release built-up tension. Active survival modes can benefit from exercises that allow the 
client to let go of excess energy safely.

•	 Calming Sensory Reprocessing: Hyper-arousal from recent stressors can make clients more 
sensitive to external stimuli. Use calming sensory inputs, such as rhythmic breathing or sounds, 
to counterbalance the body’s heightened arousal.

•	 Embodied Processing of Immediate Stress: For recent stressors, help clients process specific 
sensory details linked to the nightmare (e.g., sounds or images) in a controlled way. Practising 
embodied safety responses—like softening the body or exhaling slowly—can mitigate the acute 
stress response.

•	 Grounding Through Present-Moment Awareness: Use grounding techniques that emphasise the 
connection to the present to shift focus away from the recent stressful events of the nightmare.

2.4. Understanding Nightmare Recovery: Herman/Piaget’s Three-Stage Model
Herman/Piaget’s three-stage model (Herman, 1992) of trauma recovery is another valuable con-
cept that was integrated by Embodied Reprocessing™ when addressing nightmares. Each stage 
of the model offers distinct therapeutic goals, interventions and considerations tailored to treating 
trauma-related nightmares:

1.	 Stage 1: Safety and Stabilisation
Objective: To make clients feel safe in their life environment and within themselves. The aim 
of this stage is to help clients develop coping skills to manage their emotional and physical 
responses. Clients are helped to establish a routine in their daily lives, which helps them feel 
able to engage in deeper work. This will reduce the impact of nightmares.

2.  Stage 2: Remembrance and Mourning
Objective: Process the traumatic memories through compassionate acceptance. In this 
stage, the focus shifts to actively working through the traumatic content of nightmares. 
Through the controlled and safe re-processing of traumatic events (often the content of night-
mares), clients can begin to integrate these experiences into their narrative in a healthier way 
(Athena, 2011)

3.   Stage 3: Reconnection and Integration
Objective: Rebuild the clients’ connection with themselves and in their personal and profes-
sional contexts and integrate their new post-trauma identity.

This final stage helps clients re-establish trust in themselves and others, which is essential for those 
whose nightmares have isolated them or distorted their view of reality. Working with embodied expe-
riences foster positive relationships, enhance self-esteem, and encourage healthy lifestyle changes. 
Therapists support clients to transfer their learnings to their social interactions and reduce the recur-
rence of nightmares by resolving psychosocial conflicts.

2.5. The Embodied Mind theory
Embodied Mind philosophical ideas, notably those developed by Varela and other scholars (Varela, 
Thompson & Rosch, 1991), are incorporated into the clinical method known as Embodied Repro-
cessing. These ideas stress the importance of the interconnectedness of mind, body and the envi-
ronment. Consciousness and perception are deeply rooted in physical and experiential experiences. 
Embodied Reprocessing incorporates these ideas into a structured manualised treatment specifical-
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ly designed to address and alleviate the distress caused by nightmares.

This method leverages the understanding that nightmares, as embodied experiences, can be re-
processed through techniques that engage both the cognitive and physical aspects of the individu-
al’s experience. Trauma can also impact an implicit memory stored within the body – which is also 
unconscious and generally operates when you are exposed to certain triggers in the environment. 
Explicit memory is the kind of memory that you must consciously think about, like remembering 
someone’s name or address or an exam question. It does not operate automatically and can be 
searched for in a conscious way.

Now, if you can change the implicit memory into an explicit memory – by using body sensation and 
felt senses, you can gain a bit more control over the unconscious aspect of it (Van der Kolk et al. l 
1984, 2006). Once the implicit has become explicit, you become aware of where the unconscious 
aspect came from, and this gives you awareness and choices of what to do next. Working with the 
body and the sensations and feelings that emerge can eventually help remove or make the hidden 
unconscious body memories easier. Embodied reprocessing is essentially reshaping or altering the 
implicit body memories and creating a way of transforming them by bringing them into conscious 
awareness. 

3. A short introduction to a clinical Implementation of Embodied Reprocessing™

Step 1: Initial Assessment, management of insomnia and Nightmares and intervention for inter-
nal and external safety (Herman, 1992; Schauer & Elbert, 2010; Miller & McIntosh, 2006; Pagel & 
Kwiatkowski, 2010).

Step 2: Integration of nightmare content by facilitating externalising interventions (drawing and 
conversation). This step also involves assessing the client’s readiness to confront and process 
distressing episodes through the externalisation process (Herman, 1992; Agarkov, 2011; Gendlin, 
1986; Garfield, 1974; Hartmann, 2001).

Step 3: Consolidate therapeutic gains and prevent relapse while re-engaging the client in daily 
activities and relationships for sustained wellbeing (Herman, 1992; Tedeschi & Calhoun, 1996; 
Wilmer, 1996).
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People who suffer from nightmares often have difficulty in engaging in everyday life and become iso-
lated. Their roles within their community and their personal relationships often break down. This is, 
therefore a crucial stage, where clients can be supported to reconnect with themselves, establishing 
a sense of self-worth. From this stage, the therapist can help them gradually to reintegrate into their 
community settings and into their family and work life.

It is important that this process engages clients in community-based recovery. The goal of therapy 
is not only personal but the ability to engage in meaningful relationships. They will have learned 
coping strategies for use in their daily social interactions which will help with their emotional stability 
and their connection with the world around them. The resolution of deeper psychosocial conflicts 
will strengthen their ability to engage in supportive relationships, which is a key to long-term healing. 
These interactions will reduce the recurrence of nightmares. 

Conclusion
Embodied Reprocessing (Karpuk & Dawson, 2012; Karpuk, Stoneham, & Davies, 2019, 2021), a 
clinical short-term therapy method for treating nightmares, is grounded in several key theoretical 
concepts where the Cultural-Social Model (CSM) was most influenced and helpful in manualising 
this method. Other concepts include Embodied Mind Theory, Herman/Piaget’s Three-Stage Model 
and Polyvagal Theory. These concepts provide the theoretical underpinnings that inform and shape 
the Embodied Reprocessing approach, offering a comprehensive framework for understanding and 
addressing nightmares in clinical practice.
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